of the electrical activity in the auditory pathways of the cat that the onset of signals, shown by synchronous cortical activity, can be disturbed whilst the discrimination of frequency and loudness remains. The gaps in our knowledge of what happens to the sound signal between its reception at the cochlea and transmission along the auditory nerve to its final arrival at the cortex, precludes an unequivocal diagnosis of deafness in all cases. There is need for a clinical measurement of activity in the lower levels of the auditory pathway, such as is being developed by Aran et al. (1969) in the electrocochleogram technique. If one's clinical impression of hearing ability is to receive objective support there would need to be evidence of electrical activity in the auditory nerve in association with absence of cortical response. It is reasonable to suggest that the difficulty experienced by the clinician is due to a discrepancy of this type.
Consideration of the physiology of hearing shows that there must be at least two distinct but closely interrelated components:
(1) End-organ reception and initial coding and transmission of the auditory sensation. Failure here results in sensorineural hearing loss from causes which are well recognized.
(2) Subsequent processing in the different parts of the brain stem and mesencephalon (and relay to the auditory cortex). Disorder may result from faulty genetic determination of the neural pathways, or from damage to the immature brain in utero or at birth. One of the consequences of a hearing disorder of this type, in addition to impairment of the ability to localize already postulated, would be that discrimination between different sounds is made imperfectly. Analysis of the complex structure of speech signals might be beyond the resolving power of the system, not only because of the intricate nature of the individual sounds but also because of the demands made upon the system for rapid processing before the next set ofsignals arrives.
It is a measure of the limitation of our competence that there is no procedure which will evaluate the individual's ability to recognize differences between the complex sounds of our everyday world, and in particular those of speech. 
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Scale of Work
The City of Exeter alone in 1969 had a school population of more than 13,500 children, and there were more than 700 of these under observation for deafness, temporary or permanent, at some time during that year. Further evidence of the scale of work is the sweep test carried out in that year of 1,300 5-year-olds. Outside Exeter, the catchment area totalled for the same year about 17,000-20,000 school children, and here the sweep test would take in 1,700 to 2,000 5-year-olds.
The City of Exeter and the county catchment area described each contains 30-35 children in ordinary schools who use hearing aids.
In the County of Devon as a whole, excluding the main urban authorities of Plymouth, Torbay and Exeter, the 5-year-old sweep test involves 6,000 children. This is an enormous task to be carried out in twelve months, in a widely spread population.
It will be realized that a very large part of otological care during education devolves upon local authorities and their school medical services. The difficulties entailed are influenced to a tremendous extent by communications and therefore by geography. I have the highest praise for the two local authorities with which I have much to do, that is Exeter Corporation and Devon County Council, particularly the latter. Both work under great difficulties aggravated by shortages of staff.
The schools medical services provide a splendid running review of known and new cases of deafness on which we very much rely. One very valuable activity has been the Combined Consultative Clinic which Dr F S W Brimblecombe, our senior pediatrician, and I began ten years ago. Such clinics are probably now commonplace, but we thought then we were being unusual in inviting our two local authorities to send along any of their staff who were interested, and we now have a team variously composed of child psychiatrists, teachers for the deaf, speech therapists, audiologists, and so on, often crowded together in the same observation room so that they can look at the child being tested in the next room through lightly silvered glass. As in most of these clinics, we have two microphones hanging above the test position which relay to us through a loudspeaker and to a sound level meter on the writing bench in the observation room. There is often quite satisfactory observation of faculties other than hearing, and sometimes one obtaing a good idea of the parent/child relationship. There is a nice irony in the thought that the building converted for this purpose by Exeter City Corporation was a gas decontamination centre. It has an additional wall outside a few feet away which greatly helps to reduce ambient noise.
This particular clinic is of course for handicapped and for young children, and we make special use both of its facilities and of the chance to meet and discuss cases; these have not necessarily been seen that day. It is a meeting of disciplines. A really broad view of a case can be taken, and one is often reminded that the consultant is no longer at the top of the tree.
School for the Deaf
Something must be said about the Royal West of England School for the Deaf, Exeter, from a personal point of view. I became its honorary ENT consultant some years ago, and make a weekly visit doing a running survey of the pupils and meeting the headmaster and his staff. Surveying the children is rather like painting the Forth Bridge. I sometimes have an uneasy feeling that I ought to discover whether my colleagues in the places where the children come from (and they come from all parts of Britain) object to this.
However, I think this survey is valuable because some children develop ENT disorders during term, and some, when I began, had not been seen by an otologist for a very long time. This was usually so in children who had been at the school for many years. This is being rapidly remedied, and there is much evidence that children at the school are now being frequently reviewed by otologists at their place of origin.
It helps the staff and the school doctor to discuss some of the cases and discussions sometimes go a long way beyond the purely otological because a child's psyche and background must be considered. Parents probably like it too, if only because it suggests that everything possible is being done.
We appear to have 2 cases of auditory imperception. The diagnosis of this condition often seems to be made late, which is of concern in Devonshire because there are so few vacancies in units which cater for it. Lastly, one must remember that parents are often unable to do much, and probably feel helpless when they have a deaf child. They, in a sense, also need care. For them the care is often communal as well as medical, and when they meet and do things in groups they feel much happier. The National Deaf Children's Society is a splendid organization which does a lot to encourage this, and we have a very active division here with a full programme of events throughout the winter and summer.
The otologist can do much to settle doubts and help parents to accept the children's handicaps. 
